Colonic diaphragm disease induced by non-steroidal antiinflammatory drugs (NSAIDs) is rare, and we find no report of it ever presenting as a painless abdominal mass.
CASE HISTORY
A woman aged 44 was referred to the surgical outpatient clinic with a swelling in her right iliac fossa. This had been present for about seven months, appeared to move and varied in its prominence, but never disappeared. She had no abdominal pain. Her bowels had been regular until one week before presentation, since when she had had diarrhoea but had not passed blood or mucus per rectum. She gave a history of chronic low back pain since a fall in 1990 and had undergone an L5/Sl lumbar discectomy in September 1991 without symptomatic improvement. Her pain had been eased by dihydrocodeine, taken continually since the initial injury, and On abdominal examination there was a clearly palpable 8 x 3 cm firm, smooth, non-tender mass, mobile but tethered deeply. No other abnormality was detected. Plain abdominal radiography and haematological indices were normal. Ultrasound scan showed a 3 cm elongated structure in the right iliac fossa with an echogenic centre.
On computed tomographic scanl1ing ( Figure 1 ) the caecal pole was diffusely thickened, the rest of the large bowel and terminal ileum being normal. No focal collections, lymphadenopathy or free fluid were demonstrated. Barium enema showed a large faecolith within the caecal pole; entry of barium into the caecum was difficult and achieved only with the patient erect. Colonoscopic evaluation of the caecum was attempted but the patient could not tolerate the procedure. Despite all these investigations an exact diagnosis had not been made, though an inflammatory process seemed more probable Division of Surgery, Clinical Sciences Building, St James's University Hospital, Leeds LS9 7TF, UK Correspondence to: Mr S R Preston than a neoplastic one. A diagnostic laparoscopy revealed a hard indurated caecum, so a laparoscopically assisted limited right hemicolectomy was performed. The patient recovered uneventfully.
Macroscopically the resected specimen showed a tight, diaphragm-like, ring-shaped stenosis in the caecum at the level of the ileocaecal valve which narrowed the lumen of the colon to about 1 cm, proximal to which the caecum was dilated and contained impacted faeces. On histological examination the mucosa was intact, with glandular irregularity confined to the site of the stricture, covering a core of dense fibrous tissue within the submucosa; there was also indrawing of all muscle wall layers into this area. These features were consistent with a microscopic colitis associated with NSAIDs. COMMENT The association between NSAID ingestion and intestinal diaphragm disease was first reported eleven years ago1. In most cases the lesions were multiple and limited to the small intestine; however, in 1989 the disease was reported in the colon2. Colonic diaphragm disease has almost invariably been associated with the consumption of sustained-release NSAID preparations3. The disease appears uncommon; we were able to identify only 12 published cases, 8 associated with slow-release diclofenac, one with phenylbutazone, one with a combination of aspirin and sulindac, and two with unstated NSAIDs. The usual presenting features are iron deficiency anaemia, colicky abdominal pain or diarrhoea. Presentation with an abdominal mass, as in this case, seems to be unique; especially since pain or anaemia were absent, change in bowel habit was only recent, and the NSAIDs were not sustained-release preparations. The lesion appeared solitary: small enteric diaphragms were not sought since the patient was symptom-free after her operation. The standard treatment of transitional cell carcinoma of the upper urinary tract is nephroureterectomy. After conservative resection, the risk of recurrence in the ipsilateral upper tract urothelium is 50% in patients with multifocal disease but only 3% in those with a solitary tumour1.
A man aged 60 was investigated for painless haematuria of three months' duration. No abnormalities were seen on intravenous urography (IVU) or urine cytology (for malignant cells). On cystoscopy the bladder was normal but blood was seen emerging from the right ureteric orifice. Right retrograde urography revealed a filling defect in the lower third of the ureter; the rest of the right upper tract was normal. Lower ureterectomy with reconstruction by a fffflfi *E':
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